Introduction
Chronic low back pain (CLBP) is a very common problem in developed countries and affects the entire population from children to the elderly. 1 Chronic pain has a negative effect on the individuals' lives as well as on the whole society. This is the main cause of inactivity and job absenteeism. 1 Low back pain is among the top ten high burden diseases and injuries, with the average number of disability-adjusted life years, higher than that of HIV, road injuries, tuberculosis, lung cancer, COPD, and preterm birth complications. 1 Low back pain has been ranked as the greatest contributor to global disability. 2 Based on the etiology, CLBP can be divided into two types: nonspecific and specific low back pain. If the pathological reason is known, it is called specific One of the postulated reasons for nonspecific low back pain is the segmental instability of the lumbar spine. 4 The concept of segmental instability has not yet been proven in vivo; experiments were performed in vitro on cadaveric lumbar spines. 5 Several researchers have tried to define segmental spinal instability, but there is no accurate definition for the subtle forms of instability which are present when nonspecific low back pain occurs. This subtle instability may not be detected by radiological techniques or physical examination. One of the possible explanations for this instability is the "neutral zone concept" proposed by Panjabi. 6 Based on the theoretical findings, the total range of motion (ROM) of a spinal motion segment may be divided into two zones: a neutral and an elastic one. The neutral zone is the initial part of the total ROM and spinal motion is produced against minimal internal resistance in this zone. The elastic zone is the portion nearer to the end-range of movement that is produced against significant internal resistance. 6 Increased segmental laxity occurs when the size of the neutral zone increases. 6 The expansion of the neutral zone may occur as a result of a decrease in the capacity of the stabilizing system of the spine. 6 Therefore, the increased size of the neutral zone is a better indicator of lumbar instability than the increased total ROM of the lumbar segment. Based on this theory, segmental instability may be defined as a decrease in the capacity of the stabilizing system of the spine to maintain the spinal neutral zones within physiological limits. 6 Three subsystems are responsible for maintaining stability, namely passive, neural, and active subsystems. The passive subsystem consists of the spine and parts of the spinal joints; the neural subsystem receives information from the structures of the passive and active subsystems, and it stabilizes the lumbar spine by controlling the function of the active subsystem, namely the muscles. 4 The neural and active subsystems are primarily responsible for spinal stability in the neutral zone. 5 The members of the active subsystem can be divided into two groups: global and local stabilizer muscles. The global stabilizer muscles play an important role in performing the movements of the trunk and the hips, while the unique function of the local stabilizer muscles is the stabilization of the segments in relation to each other. 7 Generally local stabilizers include all the deep layer muscles such as lumbar multifidus, transversus abdominis, pelvic floor muscles, and diaphragm. 8 The stabilizing function of these deep muscles can be realized in a variety of ways. Lumbar multifidus has an important role in the segmental control mainly during lifting and rotational movements. 5 Transversus abdominis muscle attaches to the thoracolumbar fascia; therefore, it is capable of increasing the stiffness of the lumbar spine indirectly. 9 The pelvic floor muscles and diaphragm are in synergism with transversus abdominis, and they are responsible for maintaining and increasing intraabdominal pressure during several postural tasks. 10 Hodges and Gandevia 11 presumed in a previous study that a possible explanation for the mechanism of the stabilizing function of the diaphragm and pelvic floor muscles is the following: the activation of transversus abdominis prior to the initiation of an upper limb movement results in the displacement of the abdominal contents; hence, the consequential contraction of the diaphragm and pelvic floor muscles is necessary to restrain the shift of these abdominal structures. In their research, they assessed the activation of the diaphragm and transversus abdominis muscle during repetitive arm flexions in standing position. Contrary to their hypothesis, they found that the activation of diaphragm occurs prior to an arm movement and happens simultaneously with the activation of transversus abdominis. 11 The exact role of diaphragm in trunk stabilization has been under investigation for >50 years, but the accurate mechanism still remains poorly understood. 12 There have been several types of research which investigated the functioning of trunk stabilizer muscles during upper limb movement in standing position. [13] [14] [15] [16] However, there have been few research considering the sitting position. 11, 16 The importance of using non-pharmacological treatments, such as physical exercises, to reduce the intensity of low back pain is well known. 17 However, to date, there has been no unitary exercise training program or any well-established complex solution to the problem, and there is a huge gap between evidence and practice. 17 There is no consensus even in the national guidelines. 17 Previous studies specified the impact of several types of training on CLBP, but a diaphragm strengthening training has not been tested yet as a solution to it. Ki et al 18 measured the effect of forced breathing exercises on lumbar stability. They proved that forced breathing exercises may improve lumbar stability in case of low back pain, 18 but the role of breathing exercises in the background of the mechanism of improved lumbar stability was not clarified by this study. Janssens et al 19 proved that the postural stability of the trunk can be improved by strengthening the diaphragm muscle and suggest that pain intensity may be decreased by diaphragm training. They strengthened the diaphragm with a POWERbreathe device that provides resistance to 
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The effect of diaphragm training on stabilizer muscles inhalation. Their training program lasted for 8 weeks, and the displacement of the center of the pressure was assessed by using a force plate. Pain intensity was measured with the Oswestry Disability Index. They found that the 8-week-long intensive diaphragm training increased respiratory muscle strength, that proprioceptive use changed in a positive way, and that the participants reported a decrease in low back pain severity. 19 They presumed that their training program had an effect on the muscles other than diaphragm as well and may have improved the stabilization of the trunk. 19 However, the changes that may have occurred as a result of the diaphragm strengthening training in the musculature and the mechanisms that provided the improvement of lumbar stabilization were not identified in their research.
The aim of this study was to assess the effects of an 8-week-long diaphragm training on low back pain and not only on thickness of the diaphragm but also on that of other stabilizer muscles like transversus abdominis and lumbar multifidus muscle.
Materials and methods subjects
A total of 52 people participated voluntarily in our study with a history of chronic nonspecific low back pain while two of them withdrew their participation. The inclusion criterion was low back pain lasting for at least 3 months. Participants were asked not to have any other treatment during the time of the training, and they were required to be able to learn the usage of the diaphragm trainer and to be able to get to the location of the training. Exclusion criteria were the following: diagnosed specific causes of low back pain, balance problems of neurological origin, malignant tumors, serious organ diseases, respiratory diseases, previous surgical interventions affecting the trunk or the limbs and the subjects being uncooperative. The participants were asked to indicate immediately if an acute inflammatory disease occurred. Based on these exclusion criteria, three subjects were excluded. All participants gave their written informed consent. The study is in compliance with the principles of the Declaration of Helsinki and was approved by the National Medical Research Council (identification number: 21416-2/2017/EKU). The trial was registered on www.clinicaltrials.gov (identification number: NCT03600207).
study design grouping
This study was a randomized controlled trial which took place from September to December 2017. The participants were divided (www.randomizer.org) into two groups randomly: diaphragm training group (DT, n=26) and control group (C, n=21). The members of group C took part only in a complex training, while the members of group DT performed the complex training enhanced by diaphragm training. A flowchart of the study design can be seen in Figure 1 . There were no significant differences between the groups regarding age, body mass index, and the duration of low back pain. The comparison of the main characteristics of the groups are summarized in Table 1 .
The training method
Both the groups had an 8-week-long complex training, which was done twice per week, with 60 minutes duration (the details of the complex training are included in the Supplementary material). The members of groups C and DT participated in the same exercise program during the complex training. Besides this, group DT used a POWERbreathe Medic Plus (POWERbreathe Ltd, Warwickshire, UK) device twice a day at home, 30 inhalations per occasion, and with the speed of 15 inhalations/min in addition to the complex training. The device was also used when trunk muscle strengthening exercises were performed during trainings. Using this device, members of group DT inhaled against resistance. The subjects were educated about the proper use of the POWERbreathe Medic Plus device during the first session. Before the training, a baseline assessment was conducted in group DT: maximal inhalation pressure (MIP) was measured with a POWERbreathe KH2 (POWERbreathe Ltd) device to determine the magnitude of resistance during training. The resistance was set individually to the value of 60% of the MIP.
Measurements
Pain intensity was assessed with the visual analog scale (VAS). 20 VAS is a unidimensional measure of pain intensity, which has been widely used in diverse adult populations. 21 It is a continuous scale comprised of a horizontal line 10 cm in length. The scale is anchored by "no pain" (score of 0) and "worst imaginable pain" (score of 10). A higher score indicates greater pain intensity. 21 Test-retest reliability is good (r=0.94, P<0.001). 21 VAS scores are shown to correlate highly with other pain measure scores (r=0.62-0.91), and they are sensitive to measuring changes in pain associated with treatment or time. 21 The thickness of the stabilizer muscles' belly was measured with B-mode ultrasonography. By using a Zonare Z.One Ultrasound System (ZONARE Medical Systems, Inc., Mountain View, CA, USA; 2013), the thickness of transversus 48 pictures of each participant were taken before the training and also 48 pictures after the training program. To ensure the same setting for ultrasonography, the skin surface was constantly marked, and the measurement was carried out by the same person with experience in ultrasonography. Test-retest reliability was tested by calculation of intra-class correlation and the reliability coefficient. Both the high interclass correlations (0.991-1) and the small repeatability coefficients (0.008-0.095) showed good reliability.
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In case of transversus abdominis and diaphragm muscle, the subject was in a supine position with hips and knees flexed during the assessment (Figure 2A ). Whereas in the case of the lumbar multifidus muscle, the subject was in a prone position with flexed knees and the lumbar spine was positioned into flexion by a small pillow placed under the abdomen ( Figure 2B ). Also, the knees were supported by a small pillow, providing ~30° flexion. All muscles were assessed in a sitting position as well: during holding the sitting posture ( Figure 2C ) and during a weightlifting task ( Figure 2D ). The subjects were sitting on a chair without back support with hips and knees flexed in 90° and their feet were on the floor. The neutral position of the trunk was set, and the participants were asked to hold this position during the examination. The subjects were sitting calmly but the stabilizer muscles were active to maintain the vertical position, so the so-called relaxed state was just a relatively relaxed state ( Figure 2C ). To achieve a more contracted state of the stabilizer muscles in the sitting position, a weightlifting activity was applied while holding the neutral position of the trunk. One dumbbell was used for the lifting procedure, and it was held with both hands ( Figure 2D ). The participants had to lift the weight forward to the height of the shoulders with extended elbows and maintain this position until the ultrasonography was performed (about 2 seconds) and repeat this maneuver as many times as was needed to assess the muscles. The patients were asked not to change the height of the lifting to ensure the same conditions. 13 The weight to be lifted was chosen based on the subjective, perceived difficulty of the task: the subjects had to be able to lift it 13 times with short rests (about 5 seconds) between them. Thirteen repetitions were determined because the first lifting was a testing procedure when we could correct the height of the lifting and the posture of the trunk if that was necessary. Then three pictures of the assessed muscles were taken (three of transversus abdominis, three of the leftand three of the right-sided lumbar multifidus, and three of diaphragm muscle). When a neutral trunk posture was held in sitting position, it was defined as a relatively relaxed state, whereas lifting the weight in neutral trunk posture caused a relatively contracted state. Transversus abdominis muscle was assessed during tidal inhalation while diaphragm muscle was assessed during tidal exhalation to minimize the respiratory function of these muscles. The methodology of the ultrasound assessments is summarized in Table 2 .
Data collection and analysis
When using the VAS, the participants had to mark the average severity of lumbar pain on a 10-cm-long line. 20 The scale is anchored by "no pain" (score of 0) and "worst imaginable pain" (score of 10). The distance of their mark from the zero point in cm-s was defined as the severity of the pain. 21 For the comparison of the pain intensity, average values were calculated by group (mean ± SD). To compare the change between the before and after data, Wilcoxon matched pairs test was used. 
Results
severity of pain
Both the groups showed significant improvement (P<0.01) with regard to pain after the training. In group C, the average intensity of pain was 5.75 (±1.68) initially and after the training it changed to 2.14 (±1.9) (P=0.000219), which shows 
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The effect of diaphragm training on stabilizer muscles a 62% decrease. In the group DT, the average intensity of pain was 5.70 (±1.74) before the treatment, whereas after the 8-week-long training it was only 2.62 (±1.89) (P=0.000017), so the decrease is 54%.
Ultrasound assessment
The results of the statistical comparison are summarized in Table 3 . The estimated means and standard errors of the ultrasound assessment data are shown in Figures 4-9 . 
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The results of the ultrasound assessment for the transversus abdominis muscle showed no significant differences in group C in supine position during relaxed and contracted state. In case of group DT, significant increase in thickness was found in the relaxed state (P<0.05), but there were no significant changes in the contracted state in supine position (Figure 4) .
In sitting position, there were no differences between the before and after data in group C. On the contrary, in case of group DT, the thickness of transversus abdominis muscle increased significantly in the relatively relaxed state (P<0.01). However, there were no significant changes in the relatively contracted state ( Figure 5) .
With regard to the diaphragm muscle's thickness, in supine position, there were no notable changes in case of group C in either state. On the other hand, for group DT, significant increase was found in the thickness of the muscle belly both in the relaxed (P<0.05) and in the contracted states (P<0.01) after the training ( Figure 6 ). For the functional sitting position, there were no notable changes in the relatively relaxed and the relatively contracted state in group C, with regard to the thickness of diaphragm. In contrast, group DT showed a significant increase in the relatively contracted state (P<0.01) but not in the relatively relaxed state (Figure 7) .
In case of the relaxed and contracted states of the leftand right-sided lumbar multifidus, there were no substantial changes found in group C in prone position. For group DT, significant increase was only found in the left-sided muscle in the relaxed state (P<0.01). There were no notable changes either in the relaxed and or the contracted states of the rightsided multifidus or in the contracted state of the left-sided lumbar multifidus muscle (Figure 8 ).
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In the sitting position, there were no significant differences between the before and after data in group C in any states of lumbar multifidus muscle. For group DT, significant increases were found in the relatively contracted states (P<0.05) in bilateral lumbar multifidus muscles as well as in the left-sided multifidus in the relatively relaxed state (P<0.05). Regarding the right-sided multifidus muscle in the relatively relaxed state, there were no notable changes in the thickness of the muscle in the sitting position with regard to group DT (Figure 9 ).
Discussion
The main finding of the study is that complex training completed with diaphragm training increased the thickness not only of the diaphragm but also of the other stabilizer muscles such as transversus abdominis and multifidus muscle. The significant increase in diaphragm muscle thickness in supine position indicates the effectiveness of diaphragm training 22 in a position where the other stabilizers are relaxed. Both of the applied training methods resulted in significant improvement in pain. However, it was more significant in case of group C Figure 9 Lumbar multifidus muscle thickness during sitting (mean ± se). Note: *P<0.05. Abbreviations: c, control group; DT, diaphragm training group; se, standard error. whose members participated only in the complex training. With regard to the thickness of the lumbar stabilizer muscles in group C, there were no significant changes in any of the muscles resulting from the 8-week-long intervention, which suggests that diaphragm strengthening training can provide extra benefits. Regarding the intensity of pain, both the training methods resulted in significant improvement although it was more significant in group C. The members of the groups took part in the same complex training with the same exercises. However, the members of group DT faced a more difficult situation: they had to do the strengthening exercises parallel with the diaphragm strengthening training. Pain perception is highly subjective, which is influenced by several psychological and emotional factors. 23, 24 Intensive strengthening exercises taken for a short period of time are not always very effective in reducing pain intensity. 25 Many factors (fear, structural abnormality, pain, posture reduction, etc) maintain the vicious cycle in CLBP; if intervention is capable of reducing one of the maintaining factors, the vicious cycle may be broken. 26, 27 Both the trainings decreased pain significantly and the complex training completed with diaphragm training increased the thickness of stabilizer muscles generating change in the condition of transversus abdominis, diaphragm, and lumbar multifidus muscles. Based on our results, it can be stated that pain perception seems to have been influenced positively by the interventions, so it can be a possible way to influence the vicious cycle underlying CLBP. The exercises of our complex training program were the same in the two study groups. The training consisted of static and dynamic strengthening exercises for the trunk and hip muscles as well as proprioceptive training. All strengthening exercises were performed using external resistance (dumbbells, resistance bands, and medicine ball) or body weight. 
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The effect of diaphragm training on stabilizer muscles double-blind, randomized controlled trial proved earlier that both motor control and general exercises increase the thickness of lumbar multifidus and transversus abdominis muscle significantly in the case of low back pain patients as a result of an 8-week-long training program. 28 A previous study also showed that the thickness of diaphragm muscle increases as a consequence of a 4-week-long diaphragm training. 22 Based on the abovementioned findings and considering our results, we can conclude that our complex training completed with a diaphragm strengthening training is a possible way to increase the thickness of transversus abdominis, diaphragm, and lumbar multifidus muscles.
In case of group DT, the thickness of transversus abdominis muscle increased significantly in the relaxed state (calm lying) but not in the contracted state when the subjects were asked to contract their abdominal muscles in supine position. We found similar muscle changes in the sitting position where the thickness of transversus abdominis muscle increased significantly in the relatively relaxed state when the sitting position was held, but there were no notable changes during the weightlifting task in the relatively contracted state. The increase of the thicknesses in relaxed and relatively relaxed states may have occurred due to the effect of our intervention. 28 The unchanged thickness parameter of the contracted state in the supine position maybe due to the limitation of our measurement procedure: the participants were asked to contract their abdominal muscles voluntarily without lifting their head or shoulders from the bed. This kind of contraction seems to be more dependent on the compliance of the participants. 29, 30 Moreover, this movement was not practiced during our program; therefore, the quality of the performance may have been diverse 30 and may not have been sufficient enough to show the effectiveness of the training. In addition, transversus abdominis muscle is a local stabilizer whose main function is more of stabilization and not implementation of movements, 8, 9 and in supine position, the demand for stabilization is minimal. 31, 32 There was no significant change in the thickness of transversus abdominis in the relatively contracted state either when the weightlifting was performed. It is well known that lifting tasks activate mainly the extensor group. 16, 33 Our results provide further evidence that lumbar multifidus has a more enhanced role in performing a weightlifting task, than transversus abdominis muscle. Therefore, the applied weightlifting task may not be the most appropriate postural task to show the enhanced stabilizer function of transversus abdominis muscle.
The increased thickness of diaphragm muscle in relaxed and in contracted states in the supine position may show the effectiveness of the diaphragm strengthening training. 22 The results show that the only condition where we could not find any increase in the thickness of diaphragm after the training was the relatively relaxed state in sitting position. This finding may be explained by the neutral vertical position of the trunk which was held only against gravity in this case. This posture does not require more enhanced stabilization from diaphragm muscle. 10, 34 Significant increase occurred in the thickness of diaphragm muscle when the weightlifting was performed, in the relatively contracted state. Movements of the upper limb challenge the diaphragm muscle as a stabilizer muscle more contrary to the simple tasks to maintain vertical position. 10 In a previous study, Hodges et al assessed the functioning of diaphragm during a rapid movement of the arm. Their findings proved that increased activity of diaphragm occurs during this motion. 10 The diaphragm of low back pain patients has an altered postural function compared to healthy subjects when isometric flexion against resistance of the upper or lower limb was applied. 35 In our training program, several resistance exercises were performed by the upper limb when the vertical posture of the trunk needed to be held, and the participants used the POWERbreathe device in parallel with upper limb exercises. Our results show that there is an increased thickness of diaphragm during the lifting task after training which may suggest that the role of diaphragm muscle has improved in maintaining trunk stability during upper limb activities as a result of the applied 8-week-long training. Our findings are in line with a previous study of Dülger et al 36 They found that as a result of a stabilization exercise program, the thickness of diaphragm increased as well as the stability of the lumbar spine. 36 Considering lumbar multifidus muscle in prone position, significant increase was found only in case of the left-sided one in the relaxed state. There were no significant changes in case of contracted states of the left-sided muscle or in both states of the right-sided multifidus. Like in case of transversus abdominis, the main function of lumbar multifidus is not implementation of movements but the segmental stabilization of the lumbar spine as it produces compression with minimal movement torque. 33 This may be the reason for the unchanged thickness in the contracted state, when the patients were asked to lift their head and shoulders from the bed. The role of lumbar multifidus muscle in stabilization is highlighted in rotational movements and therefore in movements of the contralateral limb. 37 Every participant was right-handed in our study which might have influenced the training effects: our results revealed that in prone position, the left-sided (contralateral to the dominant arm) muscle thickness improved 
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Finta et al significantly in the relaxed state. The resistance exercises were probably more effectively performed with the dominant (right-sided) arm. 38 In sitting position, the thickness of both the left-and right-sided multifidus muscle increased in the relatively contracted state (during weightlifting) and the left-sided lumbar multifidus muscle thickness also increased in the relatively relaxed state as well (while holding the vertical position of the trunk). Contrary to the prone position when sitting, the postural demand is enhanced and lumbar multifidus muscle can act directly on the lumbar vertebral column producing the anti-flexion (extension) moment. 37 During weightlifting (relatively contracted state), this anti-flexion moment of bilateral multifidus muscle is more important. 33 The increased thickness possibly occurred as a result of our training method. The only unchanged thickness in sitting position was found in the right-sided (ipsilateral to the dominant arm) lumbar multifidus muscle in relatively relaxed state. The unchanged thickness may be explained by the influence of right-handedness on the training and/or on the testing procedure. In case of our testing procedure, one dumbbell was lifted with both the hands; therefore, it is possible that the dominant arm had a bigger contribution in the exercise. 38 Further investigations using two dumbbells are needed to support this hypothesis.
The differences between groups DT and C in the change of the thickness of the stabilizer muscles indicate that diaphragm training has an extra advantage compared to a conventional complex training program. Further investigations are warranted to explore the mechanism behind the changes, but some possible assumptions can be made.
The effect of deep abdominal muscle exercises on respiratory function was assessed in a previous study. 39 Deep abdominal muscles and diaphragm play an important role in maintaining and increasing the intra-abdominal pressure by their co-contraction. 40, 41 The finding of this research shows that enhanced diaphragmatic function achieved via deep abdominal muscle strengthening exercises did not only increase respiratory volume but also enhanced the stability of the lumbar spine through the co-contraction of transversus abdominis. 39 Contrary to their above-mentioned training method, we have placed emphasis on the diaphragm muscle strengthening in our training program, but as a consequence, transversus abdominis muscle may be strengthened in this alternative, indirect way.
People with CLBP have a higher diaphragm position, a smaller diaphragm excursion, and greater diaphragm fatigability, 35, 42 which is compensated by increased lung volume to provide an adequate increase in intra-abdominal pressure. 42 Diaphragm strengthening training is a viable method to enhance the excursion of the diaphragm and increase the mobility of the muscle. 43, 44 We assumed that a higher excursion of the diaphragm occurred due to the diaphragm strengthening training which further influenced the function of the diaphragm muscle during breathing and postural stabilization. 19 Significant increases were found in the diaphragm thickness when the weightlifting task was performed in sitting position. The increased thickness during weightlifting suggests that the role of diaphragm muscle in maintaining trunk stability may have been improved.
Previous studies suggested that increase in the respiratory output causes an increased excursion of the body in space. 45, 46 Another previous study reported that normal inhalation is linked to the extension of the lumbar spine in standing posture. 47 Significant changes in posture and significant enhancement occurs in the activation of erector spinae muscle when the inspiration effort increases. 48 The fact that our training combined exercises in vertical positions with forced inhalation exercises can explain the training effects especially the increase in the thickness of lumbar multifidus muscle in sitting posture.
Limitations
A limitation of this study is that by using ultrasonography we could not discriminate between the increase of muscle thickness as result of the changes of the tone and activation pattern and muscle hypertrophy which occurred as a result of the strengthening training. Another limitation of this study is the presumption that the compliance of the subjects was on the same level but it could not be controlled by objective methods. To assess transversus abdominis muscle in contraction in supine position, the patients were asked to contract their abdominal muscles voluntarily. This exercise needs a more developed understanding of the movement; therefore, we could not be sure that everyone performed the contraction on the same level. 29, 30 This procedure would have been better if we had allowed the flexion of the trunk to a specified extent. In case of sitting positions, the subjects were asked to hold the neutral position of the trunk which was controlled by a physiotherapist but not with objective methods. Therefore, some inclination of the trunk may have happened during the ultrasound measurement procedure. For further studies, the vertical position should be controlled in a more objective manner.
Conclusion
In our randomized controlled study, the training effects of a complex training and a complex training completed with diaphragm training were examined. Based on our results, we suggest that the applied complex training completed with 
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The effect of diaphragm training on stabilizer muscles diaphragm strengthening training is an effective and viable way to increase the thickness of the stabilizer muscles of the lumbar spine such as transversus abdominis, diaphragm, and lumbar multifidus muscles. We can say that this training method is effective in reducing the severity of lumbar pain. However, complex training alone was more efficient taking the results of VAS into consideration. The results suggest that our complex training enhanced with diaphragm strengthening may be a viable therapeutic approach in the complex treatment of chronic nonspecific low back pain. Our findings clearly show that our intervention can have an influence on the diaphragm's postural function during upper limb lifting tasks. The mechanisms behind the effects of diaphragm training need to be understood more clearly; therefore, additional investigations are necessary. We suggest a further consideration focusing on whether diaphragm training alone would be a new therapeutic approach for those who are not capable of performing conventional exercises.
